Case presentation:
==================

A 21-year-old man was brought to the emergency department due to multiple trauma (MT) caused by a motor-car accident (MCA). On arrival, the patient was intubated by prehospital emergency medical services (EMS) and had a Glasgow coma scale (GCS) score of 6 on 10 (Due to intubation, verbal score was omitted). Physical examination revealed blood pressure of 150/70 mmHg, oxygen saturation (O2sat) of 60%, and pulse rate of 110/min. Examination of the tracheal tube site revealed incorrect esophageal placement. The patient was intubated again and his O2sat improved and reached approximately 96%. His pupils were reactive and of the same size. The Doll's eye was normal, and plantar reflex was neuter in both sides. Neither expanding hematoma nor emphysema was observed in his neck. Laceration was noted on his left ear, but otorrhagia and tympanic perforation were not found. The lung sounds were normal in both sides. Extended focused abdominal sonography for trauma (e-FAST) examination revealed the absence of free fluid in the abdomen and pericardial space. No deformity of limbs was noted and the distal pulses were palpable. The patient's O2sat decreased during his admission to the emergency department, and further examination indicated obvious decreased sound in his right lung that could not be reversed by needle thoracostomy. On reviewing his previous chest computed tomography, an obvious questionable pathology was detected in his right side [Figure 1](#F1){ref-type="fig"}.

![Spiral axial chest computed tomography scan](emerg-2-104-g001){#F1}

**What is your diagnosis?**

**Diagnosis:**

Massive blood clot in right main bronchus

Case fate:
==========

There was a transaction in the right bronchus path, which required pushing of the tracheal tube to the right bronchus and passing of the suction catheter through it. A big clot was evicted and the patient's O2sat improved dramatically.

Discussion:
===========

The occurrence of respiratory distress is serious. The mortality rate of traumatic patients presenting to the emergency department with respiratory distress is approximately 50% ([@B1]). The causes of hypoxia occurring soon after intubation can be found in the acronym "DOPES," which denotes displacement of the endotracheal tube (ETT); obstruction of ETT; pneumothorax, pulmonary embolism, and pulmonary edema; equipment and ventilator problems; and, finally, stacked breaths ([@B2]-[@B4]). The most important issues that should be checked when this problem is detected are as follows: first, the severity of the problem should be determined (do you need to start immediate resuscitation?) and then MASH, i.e., movement of the chest during ventilation, arterial blood gas (ABG) sample, the skin color of the patient, and hemodynamic stability, should be assessed ([@B2], [@B5], [@B6]). The ventilator must be disconnected and high-flow 100% oxygen should be administered using a bag valve. After ruling out tension pneumothorax, the other possible causes should be considered ([@B2], [@B4]). A responsible physician should determine whether the problem is related to ETT or the patient. To ensure the right place of ETT, the end tidal CO2 (ETCO2) should be checked. In addition, to ensure that ETT is not obstructed, a suction catheter and/or a bougie can be passed through it. The placement of ETT must be visually checked, preferably by bronchoscopy, or alternatively, by laryngoscopy, from the top end (although this is far from 100% reliable). If hypoxemia is not critical, particularly, if endobronchial intubation is suspected, then chest radiography should be considered to check the ETT position ([@B5], [@B6]).

Airway obstruction may be related to different factors, including kinking or bending of ETT; tube obstruction with foreign bodies, mucus, blood, etc.; and extrinsic compression ([@B3], [@B6]). Severe mucus plugging may redound to worsen gas exchange, increasing inspiratory pressure and causing difficulty in breathing, and if not treated quickly, it may cause infectious complications and mortality ([@B4], [@B7]). Furthermore, establishing good hydration, damping of inspired gases, chest physiotherapy, and postural drainage plus manual lung hyperinflation are considered as traditional and safe methods for the prevention and treatment of atelectasis in most of the patients ([@B5], [@B7]).
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